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From the data given it can only be deduced that the state-
ment made by Douglas-that" the susceptibility of such
cells to hasmolyt-in. although somewhat increased during the
first 48 hours, subsequently appears to remain nearly constant
for a greater length of time than that covered by our experi-
ments "-is not in correspondence with the facts. This
statement would indicate that the change in sensitiveness is
rapid in the first 48 hours, and then becomes so slow as
to be negligible. A study of our table and diagrams shows
that the change for the first two or three days is slower
than on the subsequent days, and there is an indication that
it becomes somewhat slower again in the later stages. In
this connexion it is worth mentioning that a week or two
after our last experiment the Rous-Turner suspension was
found to show very marked spontaneous haemolysis in all
bottles, though their contents were proved to be absolutely
sterile.

80lntions of saponin.
Before concluding a few further remarks may be made on

the subject of saponin solutions. In Table II. there is

presented an experiment which demonstrates the instability
of saponin in dilute solution.
Two precisely similar solutions (1/20,000), one fresh and

the other five days old, were tested upon one and the same
suspension of erythrocytes. It is seen that in three different
doses the old solution is much less strongly haemolytic than
the fresh. Similar tests were done on a number of occasions,
and then always gave the same result.
These findings furnish an admirable example of the truth

that in all scientific work it is inadmissible to make

assumptions as to the qualities (such as stability) of the
materials employed. Suoh assumptions must be put to the
test of experiment if the worker is to avoid the pitfall of
false deduction.

Conclusions.

(1) By means of Rous and Turner’s method it is not

possible to obtain a standard suspension of red cells of
constant sensitiveness to hsamolysins.

(2) Therefore the use of such suspensions as a standard
unchanging material for experimental work or for routine
complement-fixation tests would necessarily lead to erroneous
results.

Nt)te -Since the completion of this paper an article by
Dr. J W. Bisrger has appeared in the Journal of Pathology
and Baoteriologil (May, 1919), nescribing furt her experiments
on lines similar to those of Douglas and Bigger. In that
article some observations are recorded which are in full

agreement with our results, though a full inquiry into the
question of the stability of Rous suspensions was not
aftoft ont..
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THE PROGNOSTIC IMPORTANCE OF

TUBERCULOSIS OF THE LARYNX.*
BY SIR STCLAIR THOMSON,

PROFESSOR OF LARYNGOLOGY IN KING’S COLLEGE HOSPITAL; LARYNGO-
LOGIST TO KING EDWARD VII. SANATORIUM, MIDHURST.

AT the present moment the tuberculosis question is of
ever-increasing urgency, for a study of statistics would tend
to demonstrate that the death-rate has not only ceased the
steady decline it had been pursuing for many years, but that
since the year 1912 it has been steadily rising.
The early diagnosis of tubercle is of primary importance.

But only secondary to it is the value of prognosis. On this ito a large extent is based our care of the case, and the hopes
we can hold out of cure or arrest. Besides, if we can see
into the future with the eyes of to-day we can help in any
plan of campaign, so as to obtain the greater value from it,
and avoid the useless expenditure of energy, time, and
money.
What can the laryngologist do in this direction ? 1 I would

at once reply that he can do so much that I hold that every
case of pulmonary tuberculosis, and every suspected case,
* Being the substance of an address delivered before the American 

laryngological Association, in Atlantic City, N.J., on June 16th, 1919. 

should be examined by a skilled laryngologist not once only.
but at regularly recurring periods ; every tuberculosis
sanatorium should have a laryngologist on its regular staff,
and every laryngologist should embrace any opportunity that
may come his way of examining the throat in consumptive
patients.

In a few cases tuberculosis can be diagnosed in the larynx
before it has sufficiently advanced elsewhere to cause any
physical signs. Ooe such patient now under my care has
been one of the Allied plenipotentiaries in Paris since the
beginning of the Peace Congress, and was sent to
me as a case of laryngeal cancer. Another was under
observation, in and out of a sanatorium, for three whole

years before my diagnosis of his laryngeal condition was
confirmed by signs in his chest; he still has no T.B.’s.
Another, a medical man, died from tuberculosis in his

larynx and pharynx without a pulmonary physical sign.
These cases are quoted to show the responsibility which the
laryngologist may have to bear in the matter of diagnosis and
piognosis. ,

Analysis of the Mi&agrave;hu/l’st Results.

In the last eight years I have examined the larynx in
1750 patients admitted to a sanatorium for tuberculosis. So
as to be able, as far as we can, to see what the end-results
are, I have limited my present investigations to the cases
examined during the four years from July lst, 1911, to
June 30th, 1915. Hence, I can deal with the after-histories
of these cases for a minimum of three years after leaving the
sanatorium, while in some cases the after-history extends
over a period of seven years. In this way we can obtain
much more definite and reliable results than if we simply
recorded the condition of the patient on discharge.
At the King Edward VII. Sanatorium, at Midhurst, we

have a well-worked system by which we obtain a report as
to each patient’s condition once every year after his dis-
charge. Every case is therefore followed all the years of his
life, and till his death is recorded. In our island kingdom
this task is doubtless easier than on large continents, and so
enables us to produce some records which other countries
might have no opportunity of securing.
Now, what may we learn from the after-history of over a

period of three to seven years of the 883 consumptive
patients whom I examined first between the years 1911
and 1915. and how does this after-history differ if we separate
these 883 patients into (a) non-laryngeal cases and (b)
laryngeal cases ? 7

This is at once shown by reference to Tables 1. and II.:-

After-History up to June 30th, 1918, of 883 Patients Examined
between July 1st, 1.911, and June 30th, 1915.

TABLE I.-Non-Laryngeal Cases.
(A) Number of cases. (B) Died from tubercle. (C) Died from other

causes. (D) l:"erc6ntage of deaths from tubercle.

TABLE II.-Laryngeal Cases.
(E) Number of cases. (F) Died. (G) Percentages.

(I should explain that at Midburst every case, on admission,
is placed in one of three groups, according to the Turban-
Gerhardt method of classification. Briefly stated, a patient
is placed in Group I. if the disease is limited to a small area
of one or both apices ; these are the slight cases. Group II.
embraces cases more extensive than Group I., but affecting,
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at most, the whole of one lobe or severe disease extending
at most to the half of one lobe ; such cases would still be
called of moderate severity. Group III. includes all cases of
greater severity than Group II. and all those with consider-
able cavities ; these are more serious cases.)

Conclusions to b6 Drawn.

Looking first at Table I.-the non-laryngeal cases-we note
that of course the percentage of deaths is lowest in the cases
of Group I., that it is more than doubled in Group II., and
that in Group III. 70 per cent. are dead within seven years.
Of all three groups together and both sexes 39-7 per cent.
have died within this period of observation.
Now, comparing with these results the cases in Table II.-

i.e., those with the larynx involved-what do we find ? The
first thing which strikes us is that the prognosis as shown
by the percentage of deaths is rendered graver in both sexes
and in all three groups. In the case of Group I. the per-
centage rises from 15’6 per cent. to 429 per cent., and in
Group II. it rises from 38 per cent. to 63-3 per cent. In

Group III. the increased mortality is not so striking-viz.,
from 70-4 per cent. to 78-3 per cent.-and this is what we
would expect-viz., that in advanced cases the outlook is
already so serious that a further addition to it is not notice-
able. Taking all three groups together the presence of
tuberculosis in the larynx raises the percentage of deaths
during the 3-7 year period from 39 7 per cent. to 68 9 per
cent. Put in other words, amongst all the fairly early cases
of pulmonary tuberculosis admitted to a sanatorium the

expectation is that 60 per cent. of them will be alive in three
to seven years later. But of similar sanatorium patients with
the larynx diseased only 30 per cent. will be alive at the end
of that period.
We also note in Table II. that, just as in non-laryngeal

cases, the percentage of deaths is higher in Group II. than
in the early cases of Group I., and still higher in the
advanced cases in Group III. But it is very striking
to observe that the ratio of the death-rate in these
three groups to one another is no longer the same as in
Table I., for in Group II. the deaths are no longer more than
double those of Group I., but only half as many again ; and
in Group III. the frequency of death is only slightly in
excess of the figures of Table I. Moreover, whereas
in the non-laryngeal cases the death-rate of the early
cases of Group I. was less than a fourth of those in Group
III., we see that in the laryngeal cases of Group I.
the proportion of deaths has risen to more than a half
of those in Group III. This surely shows that, even in a
slight and early case of pulmonary tuberculosis-a Group I.
case-the detection of a laryngeal lesion renders the
prognosis more gloomy than in a case of more advanced
pulmonary infection with a free larynx. Put in another
way, if a case, whose pulmonary condition warrants the
patient being classified in Group I., is discovered to have a
laryngeal lesion, this would at once grade him down to

Group II. It also demonstrates that in cases whose

pulmonary condition would place them in Group II., so that
only 38 per cent. would be dead within seven years, the
involvement of the larynx lowers their prognosis to nearly
that of the Group. III. cases, and 63-3 per cent. will be dead
within the period of observation.

Other conclusions might be drawn from these tables, as
for instance, that-
The proportion of laryngeal cases amongst all admissions

to a sanatorium is.............................. 22’27- %
The incidence of laryngeal disease amongst males being... 21’5 %
The incidence of laryngeal disease amongst females being 23’3&iuml;. /.

We might even refer to the greater mortality amongst
males than amongst females, whether with or without
laryngeal lesions. But I refrain from the temptation to

squeeze too much out of insufficient material, particularly
as I hope to publish, later on, a study founded on 10 years’
sanatorium work.

As, at all stages of pulmonary tuberculosis, so much
depends on the prognosis, it is sufficient if I have shown the
importance of a skilled examination of the larynx. One

glance into a laryngeal mirror will often show that-
"a a man may prophesy,

With a near aim, of the main chance of things
As yet not come to life "-(Henry IV., Part 2, iii.. 1)

much more correctly than he can from all other clinical
investigations without it.

A CASE OF

ANKYLOSTOMA DUODENALE
WITH PYLORIC OBSTRUCTION.

BY H. K. V. SOLTAU, M.B., B.S. LOND.,
CAPTAIN, R.A.M.C. (S.R.).

Introductory Note on the Case by
COLONEL SIR CHARTERS SYMONDS, K.B.E., M.D.,

M.S., F.R.C.S.,
LATE CONSULTING SURGEON TO THE SOUTHERN COMMAND.

THE pyloric obstruction was the obvious cause of the

vomiting in the case recorded below, and the movable
mass to the right of the median line suggests a new

growth. A new feature was, however, presented when the
patient passed large masses of the ova of the Ankylustoma
dlwdenale. These were sufficient to give a definite character
to the stools and attract the notice of the nurses. Though
the evacuation was not accompanied by any change in the
tumour, the question arose whether there might not be
ulceration caused by the ankylostoma with surrounding
induration.

Clinically the mass resembled a pyloric cancer in outline,
mobility, and situation, but might equally well be due to
induration round an ulcer. Though malignant disease may
occur early in the pylorus-there are several cases recorded
under 30 and one at 24-his age was in favour of an
ulcer, as was the hoematemesis. The findings at the

operation, fully described by Captain Soltau, support the
non-malignant character of the enlargement. The disease
was strictly limited at the pylorus, and involved both

aspects of the stomach ; it also extended for an inch or
more along the lesser curve, resembling in this respect a
malignant growth. The white plaques described by Uaptain
Soltau were small, quite flat, not raised so as to be felt,
and were scattered over the indurated area. They
resembled those seen in simple inflammatory conditions
rather than the nodules of cancer or tubercle. Another
point against cancer was the absence of enlarged and cord-
like lymphatics passing towards the lesser curvature.
These infected lymphatics are usually present in such
extensive disease, and their absence I would take as strong
evidence in favour of simple ulceration. The palpable
glands were oval in shape, elastic, and few in number.
The small, hard, numerous glands so characteristic of
malignant disease were absent. The gastro-hepatic
omentum’ had not become thickened and shortened as in
some pyloric ulcers. This, when advanced, anchors the
tumour and may draw it up so far as to render it

impalpable. When such an omentum is found at an operation,
especially if the surface be smooth, a favourable view is
justified. Lastly, the adhesion to the gall-bladder and
liver is in favour of a simple condition, more especially as
there were no nodules bordering on these adhesions.

Aecount of Case.
The patient whose history is here related was admitted to

hospital in England in April of this year, after evacuation
from the Egyptian Expeditionary Force.

J. G., a man of 22, had been in Egypt for the previous.
18 months. In June, 1918, he was admitted to hospital with
symptoms of dysentery-diarrhoea, with stools containing
blood and mucus. Improvement followed a course of
emetine, but after four weeks out of hospital he was
readmitted in December with the same symptoms as before,
but also with hasmatemesis, which continued for three days.
Vomiting continued off and on for the next five months, but
there was no more hsematemesis, and the dysenteric sym-
ptoms soon ceased. On admission to hospital in England
the patient presented an extremely ansemio and emaciated
appearance. Weight just over 6 st. He complained of pain
in the epigastric region and of vomiting. No diarrhoea. No
blood in stools, but flecks of mucus present. The pain was
referred to the pyloric region ; it was sharp in character and
worse at night, but occurred chiefly about an hour after
feeds, and was relieved by a further drink of milk. Vomiting
occurred once every 24 hours and consisted of the partially
digested food of previous meals, but no blood. With daily
stomach lavage this improved, until vomits recurred only at
two- or three-day intervals. Examination of his abdomen
revealed marked tenderness and resistance in the right
hypochondrium. A rounded swelling could be felt, inti-


